Truncal vagotomy with pyloroplasty is probably the most popular operation for duodenal ulcer in Britain today, but is it the best? Some years ago Dr Alastair Connell and I decided to try to answer this question by comparing truncal with selective vagotomy, and pyloroplasty with gastrojejunostomy, in two randomized, controlled trials.
During 1966 and 1967 one hundred patients coming to elective operation for duodenal ulcer were randomly allocated to either truncal or selective vagotomy groupsall patients having a modified Finney type of pyloroplasty. Entry to the trial was deferred until other significant gastrointestinal disease, such as gall-stones, gastric ulcer or diverticulitis, had been excluded at operation; at this time a card was drawn by ia nurse indicating which type of vagotomy was to be done (Kennedy & Connell 1969) .
Insulin tests were performed at about the tenth day. Of 45 valid tests in the selective group 2 were positive by Hollander's criteria, compared with 9 positive tests among 43 in the truncal group (P <0.02).
We felt that follow up must be conducted blindly to exclude bias. This was done annually, the interviewing physician having no knowledge of which operation had been performed. At five years a 95% follow up has been achieved, 3 patients having died from unrelated causes and 2 having been lost, leaving 49 selective and 46 truncal vagotomies for assessment. There were no hospital deaths.
There have been 3 proven recurrences, all in the truncal group, and also 2 suspected recurrent ulcers, one in each group. Though not statistically significant, this result is in keeping with the superior Hollander status of the selective vagotomies (Table 1) . One of the main arguments in favour of selective vagotomy has been the suggestion that it diminishes the incidence of episodic diarrhoea. We had only 2 patients with severe diarrhoea, both following truncal vagotomy, and the overall incidence was significantly greater after truncal vagotomy.
There were no cases of severe dumping syndrome though the incidence of mild dumping was disturbingly high, particularly in the selective group. Though not statistically significant, these figures agree with those of Sawyers et al. (1968) . Could there be a higher incidence of symptoms when the vagal afferents from the small bowel are preserved ?
There was no significant difference in the incidence of flatulence, heartburn, dysphagia or vomiting, though they were all a little less common after selective vagotomy.
Weight gains or losses are not good parameters of success or failure after gastric surgery, because many patients are overweight before operation as they drink large quantities of milk to control their symptoms. Nevertheless, we have checked the weight of all patients and found a mean gain of 4.5 kg after selective and 4.0 kg after truncal vagotomy.
Somewhat surprisingly there was no significant aneemia in either group, the mean hemoglobin being 14.8 g/100 ml in the selective and 14.6 g/100 ml in the truncal group; no patient had a level under 12 g/100 ml. We were also interested in metabolic bone disease, but there was no evidence of depletion of calcium, with a mean of 9.4 mg/100 ml in the selective and 9.0 mg/100 ml in the truncal group; alkaline phosphastase was higher after truncal vagotomya mean of 15.6 K-A units compared with 8.7 K-A units after selective vagotomy. All these nutritional data seem to favour selective vagotomy marginally, and when we consider the better Hollander status and the significant decrease in diarrheea, we feel that selective vagotomy is superior to truncal vagotomy.
Some, at least, of the remaining problems might be due to the drainage procedure, so we instituted a second similar trial comparing 50 patients with Finney pyloroplasty with 50 patients having a gastrojejunostomy, all patients having a selective vagotomy. The method of entry to the trial was similar to that already described. There were no hospital deaths, but 5 patients have subsequently died from unrelated causes. Ninety-four patients have now been followed up for a mean of 31 years (Table 2) . There have been one proven ulcer in gastrojejunostomy and 2 in the pyloroplasty group, with one suspected in each group. There was no significant difference in the incidence of dumping, episodic diarrhoea or bilious vomiting. The latter finding was somewhat surprising as a significant increase in bilious vomiting after gastrojejunostomy with truncal vagotomy was found by Kennedy, McKay, Bedi & Kay (1973) . Perhaps the difference was due to the placing of the grastrojejunostomyours was as close to the pylorus as possible, whereas the Glasgow group placed theirs at the most dependent point of the stomach. There was no significant difference in the incidence of flatulence, nausea, heartburn or dysphagia. Levels of hemoglobin, calcium and alkaline phosphatase did not differ in these two groups; the mean weight gain was 1.6 kg after pyloroplasty and 2.1 kg after gastrojejunostomy. From these results we concluded that there is no real difference between the results of each type of drainage. Pyloroplasty, however, is irreversible whereas a gastrojejunostomy is easily closed; we have closed 4 gastrojejunostomies after vagotomy without any emptying problems. Because it is reversible we now prefer gastrojejunostomy, and regard selective vagotomy and gastrojejunostomy as the best fully proven procedure. The next question that we must answer is: 'Need we add any drainage procedure?' Burge etal. (1969) advocated selective vagotomy without any drainage procedure, but in a small pilot study almost half our patients had serious problems, mainly due to poor gastric emptying. More recently Amdrup & Jensen (1970) , and Johnston & Wilkinson (1970) have advocated proximal gastric (highly selective) vagotomy without drainage. We are now running a controlled trial of this procedure against selective vagotomy and gastrojejunostomy. At the time of this report the results of proximal gastric vagotomy alone look very promising, and this may well prove to be the best procedure. Simple anatomical repair of hiatus hernia (or Allison-type repair) has been found over the years to give rather poor results and, in consequence, has become increasingly replaced by such operations as the Nissen, Belsey, and Hill methods of repair (Nissen & Rosetti 1965 , Skinner & Belsey 1967 , Hill 1967 . These operations, in which the fundus of the stomach is plicated either partly or completely around the lower cesophagus so as to produce an anti-reflux valve mechanism, involve over-reducing the cardia some 3 or 4 cm below the hiatus.
It seemed that there might be advantages in avoiding having to over-reduce the cardia in this way because of the reduction in tension on stitches that would result, and it was thought that this objective might be achieved by constructing an anti-reflux valve in the stomach. The principle envisaged was the construction of a channel along the upper part of the lesser curvature immediately beyond the cardia and continuous with the cesophagus, and plication either partly or completely around this channel of the adjoining part of the stomach. Figs 1-4 illustrate ways in which this type of valve mechanism may be constructed. The stomach and the valve mechanism can then be placed below the diaphragm by bringing the cardia to the level ofthe hiatus. This can almost always be accomplished, not only in patients in whom the 
